Dr. A. G. SIGNY said that whilst it was true that zone agglutinations did occur in abortus fever and it was essential to take the titre to 1: 5,000, yet this was not always the case and usually agglutination was given by all dilutions up to 1: 1,000 or so. It was difficult to state definitely what constituted a suggestive or diagnostic titre, but in routine examination of many blood specimens in cases of pyrexia of unknown origin he had not come across any which agglutinated suspensions of Brucella abortus at higher titres than 1: 25.
Colonel A. G. BIGGAM asked Dr. Hardwick whether, in view of the positive brucellin test found in certain of his control series of apparently healthy children, he considered this test to be sufficiently specific to allow of its employment as a method of diagnosis in Brucella infection. If so, did he consider it to be more helpful than the agglutination test when undulant fever was suspected ?
Dr. C. R. LANE asked if any of the cases had shown relapses. A case that he had seen, in which Br. abortus had been isolated by blood culture about a week from the onset, the patient, a child aged 3 years, had had at least three relapses, being perfectly well in between each relapse and showing enilargement of the spleen in the original attack and in each relapse, but no enlargement during the intervals.
If this was at all common, it made the recognition of Br. abortus infection in children of more than academic importance, as a relapsing fever of this kind would be very alarming unless the cause was known.
Dr. SYBIL ROBINSON asked if petechie or any other hemorrhages had occurred in any of the cases, and described a case in a girl aged 5 years in whom such manifestations proved a serious complication.
Dr. HARDWICK (in reply), said that an agglutination of 1: 64 or higher was always indicative of the disease. Controls never gave agglutination higher than 1: 25. The skin test by itself was not considered to be proof of the disease.
None of the cases in this series had shown any relapses ; it was possible for a child to appear to be perfectly well during the apyrexial periods. In no case had there been petechise or hemorrhages. S. D., a girl aged 3 months, was noticed to have a pigmented eruption on the trunk at birth. Her parents were healthy and not blood related and the -other children, a boy aged 6 and a girl aged 8, were normal. The mother had spent some years in India where she had suffered from malaria.
On examination.-Many brown, oval or round, macular lesions were seen on the trunk; some of these had small papules set in the pigmented spot and the papules were rounded and firm like those of papular urticaria. Otherwise the skin was normal and the infant in good health. No signs suggestive of irritation had been observed. The child was breast-fed and was not constipated. The eruption is not quite characteristic of urticaria pigmentosa and in any case the condition is a rare one.
Dr. VINING said he wondered whether the case might be one of congenital nevi and if Dr. Brain thought that it would be, worth while to subject some of the lesions to treatment with radium. Patient was discharged to Seaford for fotur months on May 21, 1936. Since then he has been well and symptomless. Physical examination is normal. Weight 48 lb.
Skiagram of chest (2.11.37) normal before and after lipiodol filling ( fig. 3 ). The case belongs to the group described by Findlay as compensatory bronchiectasis. That there was demonstrable dilatation of the bronchi justifies the diagnosis of bronchiectasis, but the course points the danger of retaining our original concepts of prognosis when the basis of diagnosis has been shifted from autopsy findings and gross changes in physical signs to lipiodol X-ray abnormalities.
Discussion.-Dr. G. H. NEWNS said that he h;d shown a similar case at a meeting of the Section in 1936.1 From the cases reported by Findlay, and inore recently by Jennings, it was evident that occasionally mild cases of atelectatic bronchiectasis recovered when the collapsed lobe expanded. He had followed up somiie cases of bronchiectasis in children several years previously and had found two cases of early bronchiectasis which had recovered.
Dr. PATERSON said he had seen two sim-lilar cases which recurred on three separate occasions. He would like to predict that in this case the recurrence would occur within the next year.
? Acute Rheumatism occurring in the course of a Staphylococcal Septic2mia.-F. DUDLEY HART, NM.B.
Philip C., aged 7 vears, was admitted under Mr. W. B. Gabriel on 17.3.37. He had fallen 40 ft. out of a window and fractured the shaft and lower epiphysis of the right femur, the ends of which were overlapping 2 in. His chin was cut, the mandible exposed and fractured, and its periosteum torn.
Condition on admission. Temperature 98 4°F.; pulse 100; respirations 23. Urine showed albuminuria and acetonuria, both of which disappeared in four days. Cardiovascular and respiratory systems were normal. The chin wound was cleaned and sutured and the right leg put on to extension.
For the next few days there was an irregular temperature, accompanied by an increased pulse and respiratory rate. On 23.3.37 the temperature returned to normal, only to rise to 103°F. the next day. The child looked ill, and hectic fever continued.
On 30.3.37 a right parotid abscess formed. This was opened the following day; the discharge showed pus cells and Gram-positive cocci in chains, but there was no growth on culture. The temperature fell, but rose again four days later. On 14.4.37 there were signs of fluctuation and tenderness in the right inguinal region. An incision was made and thin pus, slightly green and under tension, escaped.
Microscopical examination revealed many pus cells and long chains of Grampositive cocci. Culture: A pure heavy growth of hemolytic streptococcus. This time there was no fall in temperature, and on 29.4.37 the wounds had to be enlarged and pocketed pus released. An abscess on the dorsum of the foot had also formed, and was opened at the same time. No abatement of fever resulted.
Skiagrams taken on 10.5.37 showed osteomyelitis of the femur and a shadow at the apex of the right lung; the heart shadow was markedly enlarged. The patient had complained of slight cough and pleuritic pain at the right base for a few days previously. The right leg was put into plaster of Paris. Twelve days later there were cefinite clinical and radiological signs of a pericardial effusion. Supposing it to be a pyopericardium, Mr. Gabriel aspirated 100 c.c. of sero-sanguineous fluid. As this was withdrawn the friction murmur previously a.pparent became more marked and was heard over a greater area. On culture the aspirated fluid gave no growth. 24.5.37: Blood transfusion, 250 c.c. 12.6.37: Patient looked distinctly better, but still had hectic fever and a swelling in the right supraclavicular region, which had appeared a few days previously over the site of the shadow in the skiagram of the lungs. Pericardial rub still present, but in addition there was a systolic murmur. A nodule was found on the right elbow.
Blood culture: Staphylococcus aureus. Temperature swinging between 98 40 and 101°F.; much less hectic than previously. The respiration rate, varying from 23 to 60 since the onset of the pericardial effusion and thoracic signs, began to settle.
